Endovascular Retrieval of a Permanent IVC Filter placed within the Aorta  by Naidu, Sailen G. et al.
JOURNAL OF VASCULAR SURGERY
December 20101736 AbstractsEndovascular Retrieval of a Permanent IVC Filter placed within the
Aorta
Sailen G. Naidu, William M. Stone, John P. Sweeney, Samuel R. Money,
Mayo Clinic Arizona, Phoenix, Ariz
Background: Intra-aortic IVC filter placement is exceptionally rare.
Treatment options include observation, open removal and endovascular
retrieval. We describe an endovascular retrieval of a permanent IVC filter
from the aorta.
Methods:A 43-year-old male was referred for consultation regarding a
permanent inferior vena cava filter (Trapease) inadvertently placed within
the aorta at an outside institution. This filter has side struts present superiorly
and inferiorly to prevent migration. An additional filter was placed into the
inferior vena cava. The patient presented 6 weeks later without symptoms.
He had been placed on warfarin therapy. A 16F sheath was inserted into the
right femoral artery via surgical cut down. A percutaneous left brachial artery
8F long sheath was placed. A Venture catheter was used to hook the superior
apex of the filter and a floppy .014” wire advanced with its tip was pointed in
the cephalad direction. The wire was snared and bought back through the 8F
sheath such that the wire was looped through the apex with both ends
exiting the brachial sheath. From below, a similar technique was used. An
11F sheath was placed through the 16F sheath. The inferior apex of the filter
was hooked, and the wire snared such that both ends of the wire were exiting
the 11F sheath (Fig 1). With wire access gained from above and below,
gentle traction was held on the wires to elongate the filter, release the struts
from the wall of the aorta and to prevent movement of the filter (Fig. 2).
While maintaining traction, the 8F sheath was advanced over the filter
covering the superior struts. The 11F sheath was advanced over the inferior
struts and the 8F sheath from below in an intussesception fashion. From
below, the filter and wires were removed. Completion aortogram was
performed.
Results: Aortogram showed no abnormality in the aorta. The patient
was placed on Plavix for 3 months.
Conclusions: The long-term sequelae of intraaortic IVC filter place-
ment is not established. Endovascular retrieval of an intraaortic permanent
filter can be performed safely with proper planning and understanding of
filter strut design.Stent-Assisted Coiling of Carotid Aneurysm with Symptomatic Steno-
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Background: Carotid stenting is an established treatment option for
carotid lesions, particularly when these are inaccessible to surgical repair.
Stent-assisted coiling has expanded the treatment of carotid aneurysms, but
this novel treatment requires embolic protection for aneurysms associated
with symptomatic stenoses. Because of the inability to deploy a filter device
distal to lesions near the skull base, either proximal balloon occlusion or flow
reversal devices may be required for cerebral embolic protection. We report
a case of an internal carotid artery aneurysm associated with a symptomatic
stenosis near the skull base successfully treated with stent-assisted coiling
under embolic protection using flow reversal.
Methods and results: A 78-year old male presented with amaurosis
fugax. Duplex ultrasound revealed no stenosis at the level of the carotid
bifurcation. MR and CT angiograms (CTA) revealed a fusiform aneurysm of
the right internal carotid artery just proximal to the petrous portion at the
skull base (26 mm in diameter). An area of severe stenosis just proximal to
the aneurysm was also noted (Fig1). Because of the symptomatic nature of
this complex carotid lesion, endovascular treatment under local anesthesia
using embolic protection with flow reversal with the GORE Neuro Protec-
tion System (NPS; W.L. Gore and Associates, Flagstaff, AZ) was performed.
After carotid and cerebral angiogram were obtained, the balloon sheath was
advanced into the proximal internal carotid artery (ICA). The balloon wire
for the external carotid artery (ECA) was not used since the balloon sheath
was advanced beyond the carotid bifurcation. Instead, a microcatheter was
advanced through the ECA port into the aneurysm sac. Under flow reversal,
the carotid lesion was crossed using a 0.014-inch guidewire. Predilatation
with a 4  20 mm balloon angioplasty catheter was performed. Then, two
Cordis Precise stents (Cordis, Warren, NJ) (7  40 mm and 7  30 mm)
were deployed excluding the carotid lesion. Stent-assisted coiling of the
aneurysm sac was then performed using the previously placed microcatheter
with platinum detachable coils (eV3, Irvine, CA) (Fig 2). Subsequent
angiogram and intravascular ultrasound confirmed complete expansion and
apposition of the stents and obliteration of the aneurysm. Flow reversal was
terminated and distal flow restored. The patient remained neurologically
intact throughout the entire procedure and tolerated flow reversal satisfac-
torily. Postoperative CTAs at 1 and 6 months confirmed complete obliter-
ation of the aneurysm and widely patent stents. The patient remains asymp-
tomatic at 6 months follow-up.
Conclusion: Stent-assisted coiling is a reasonable option for the treat-
ment of a symptomatic carotid aneurysm with stenosis inaccessible to open
repair. Because carotid lesions near the skull base preclude the use of a filter
device, flow reversal may effectively provide cerebral embolic protection
throughout the entire stent-assisted coiling procedure.
